Fitting in : a pervasive new graduate nurse need by Malouf, Naomi & West, Sandra
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Malouf, Naomi &West, Sandra (2011) Fitting in : a pervasive new graduate
nurse need. Nurse Education Today, 31(5), pp. 488-493.
This file was downloaded from: http://eprints.qut.edu.au/46821/
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
http://dx.doi.org/10.1016/j.nedt.2010.10.002
Fitting in : a pervasive new graduate nurse need 
 
Naomi  Malouf 
University of Sydney 
Sandra West 
University of Sydney 
Abstract 
Aim: This qualitative study aims to provide insight into how Australian New Graduate Nurses 
(NGNs) experienced their transition to acute care nursing practice. 
Method: Nine NGNs each participated in three in-depth interviews conducted across their 
first year of practice. Constant comparative analysis was used to identify the emergent 
themes. 
Findings: The desire to fit in (establishment of secure social bonds) with ward staff is an 
important element of NGN transition experiences. Fitting in was about feeling one's self to 
be part of a social group, and participants made it clear that their perceptions of their 
success in establishing secure and meaningful social bonds in each new ward was extremely 
important for their sense of being as NGNs. Current NGN Transition Programmes (NGNTPs) 
involve multiple ward rotations, increasing the demand for the NGN to fit in. Thus 
participants were engaged in a deeply personal transition experience that was not 
necessarily aligned with multiple ward rotations. 
Conclusions: Although NGNTPs have the word “transition” in their title, it may be that 
current programmes are more focussed on organisations’ desire to “orient” NGNs to 
working within the acute care setting than facilitating personal transitions to practice. 
Further investigation of the impact of NGNTPs on NGNs and the associated multiple ward 
rotations is required. 
Can we get into this? Will we be able to fit in? Will we be the same?  Will they take us as the 
same? I mean that's the biggest thing like, will we be just an outsider because we're here for 
three months? (Vanessa 2:60) 
 
1. Introduction 
 
The inherent human desire to form and maintain positive interpersonal relationships – the need to 
“belong” – was described by Maslow (1954) as one of the five basic needs of humans. Such a 
fundamental need thus lies at the heart of many important behaviours and social phenomena 
ranging from infant and adult attachment to perceptions of personal and group discrimination ( 
[Bowlby, 1975] and [Carvallo and Pelham, 2006] ). The need to belong arguably underpins the 
development of societies based on collaboration with others for the provision of essential items 
such as food and water, in protection from predators and the elements, and the attainment of 
essential knowledge (Caporael and Brewer, 1995). The formation and maintenance of social bonds, 
without which early humans would have been ill-equipped to cope with or adapt to their physical 
environments, is therefore indicative of our inherently social nature (Caporael and Brewer, 1995). 
The need to “fit in” and ultimately, to “belong” are thus pervasive human needs, and social exclusion 
an effective and ubiquitous form of punishment across all age groups and cultures (Williams and 
Sommer, 1997). Indeed, a lack of positive social relationships has repeatedly been associated with 
startling decreases in physical and mental wellbeing (for review see Gardner et al., 2000). The need 
to “belong”, a need fulfilled only through association with and acceptance from others, is so 
universally powerful that it has been proposed to be as basic to our psychological well being as 
hunger or thirst is to our physical well being (Baumeister and Leary, 1995). 
 
New Graduate Nurses (NGNs) also seek to establish social bonds with other members of the new 
clinical environments that they enter. Individual hospitals – attempting to ease the stress of 
assuming the new Registered Nurse (RN) role – provide specific programmes known as New 
Graduate Nurse Transition Programmes (NGNTPs) to assist with the NGNs’ movement towards 
establishing their professional practice. While the transition experiences of NGNs are often 
discussed and reported upon in educational, organisational and industrial literature, the voices of 
NGNs are conspicuously absent. 
 
This paper thus draws upon one of the major themes (fitting in) of a large qualitative study of the 
transition experiences of NGNs to their first year of nursing practice that aimed to provide some 
insight into how NGNs experienced the transition to acute care nursing practice in Sydney, Australia. 
 
2. Method 
 
For the purposes of this study, transition was defined as “a process in which an individual bridges 
two environments or states of being” ( [Madjar et al., 1997] and [Pearsall, 2002] ) and a NGN, as a 
beginning practitioner within the first 12 months of practice as a RN. Participants were thus 
employed as first year RNs by a variety of acute care tertiary hospitals in Sydney. A series of three, 
in-depth intensive interviews were conducted with the eight women and one man who agreed to 
take part. Participants were employed in public and private hospitals and all had commenced a 
NGNTP at the time of recruitment. The number of clinical area/ward rotations the NGN engages in 
as part of a NGNTP is determined by individual hospital structures — for the participants the number 
of clinical areas/ward rotation experienced ranged from a minimum of three to a maximum of nine 
during their initial year of nursing practice. Serial in-depth interviews were used to capture changes 
in attitudes towards transition as they progressed through their first year. Each participant was 
interviewed three times at quarterly intervals, commencing at the completion of the initial three 
months of their NGNTP (approximately). Interviews ranged in length from 45–90 min, were digitally 
recorded and transcribed verbatim. Approval from the University of Sydney Human Ethics 
Committee was obtained. Pseudonyms were allocated to all participants. 
 
Participants were asked to describe a transition experience from their wider lives in the first 
interview. In the following two interviews, participants were asked to describe their transition to and 
through their first year of practice and were encouraged to select their own issues for discussion 
with the researcher using questions for clarification or further detail only. 
 
In accordance with the principles of grounded theory, the data were subjected to initial, focused 
selective and theoretical coding (Glaser and Strauss, 1967). Data collection, analysis and 
interpretation occurred concurrently, in keeping with grounded theory method (Glaser, 1992). 
Memo writing was used to capture the thoughts about the emerging codes and to document the 
progressive development of themes that were further conceptualised by series of diagrams 
illustrating how the elements of these transition experiences might interact. 
 
3. Theoretical framework 
 
The issue of the interdependence of the human condition has been addressed by many theorists, 
however, “the belongingness need” was first identified by Maslow (1954) as a result of his attempt 
to synthesise the large body of existing psychological research related to human motivation when he 
described “belonging” as an essential part of human functioning, placing it third in order of 
importance in his hierarchy of needs. The importance of belonging was also evident in a more recent 
review addressing social connectedness, by Baumeister and Leary (1995) who reiterate that the 
need to belong is not only desirable, but one of the most fundamental of all human needs. 
 
Others, as exemplified by Scheff (1997) have explored the significance of maintaining intact social 
bonds for personal wellbeing. Scheff, in his work on emotions and social structures, argues that the 
maintenance of social bonds is “ … the most crucial human motive” (Scheff, 1990, p.4), supporting 
this argument by basing his model of the social bond on the concept of attunement which he 
defined as “…mutual identification and understanding” (Scheff, 1997, p.76) and described how with 
every social interaction each person's status relative to the other is being continually negotiated and 
assessed. From Scheff's perspective therefore, when a social bond is secure the individuals involved 
achieved a state of attunement, meaning they “ … understand each other, rather than 
misunderstand or reject each other” (Scheff, 1997, p.76). 
 
Much of Scheff's work focuses on what he describes as two interconnecting systems, a 
communication system and a deference/emotion system, through which individuals either achieved 
or failed to achieve attunement in their interactions (Scheff, 1997, p.170). Drawing upon [Lewis, 
1971] and [Goffman, 1956] early work, Scheff described the deference/emotion system as one 
which compelled “…conformity to norms exterior to self by informal but pervasive rewards (outer 
deference and its reciprocal, inner pride) and punishments (lack of deference, and the normal shame 
that is reciprocal)” (Scheff, 1990, p.71). When successful attunement in interactions was achieved, 
the “reward” for those involved was that the tenor of the relationship was one of deference; the 
inner representation of this experience being a low-level sense of pride. When successful 
attunement was not achieved, the “punishment” was a lack of deference in the tenor of the 
relationship and the experience of “normal” shame for one or more of those involved in the 
interaction. Scheff's argument was that the deference/emotion system underpinned all human 
interactions and that the threat of shame arising was an ever-present concern for each person. We 
argue here, following Scheff, that successful attunement can engender a sense of belonging for 
individuals seeking to fit in with already established social groups and that the anticipation of 
unsuccessful attunement can provoke feelings of shame for individuals. 
 
Socially accepted constructions of the self can also provide the background to how shame is likely to 
be experienced by individuals within a social setting. Cooley, in his interpretation of role taking, 
noted that “ … reading the mind of others usually generates emotions” (Cooley, 1902, p.102). For 
Cooley, shame and pride both arose from seeing oneself from the other's point of view, and in a 
discussion of what he called “self-sentiments” he included pride and shame as two of the possible 
emotions resulting from this process. Cooley claimed that the imagined reflection in another's mind 
is in fact what gives rise to either pride or to shame, and that the social standing and personal 
character of that “other” further influences the degree to which we experience these emotions. 
Cooley's (1902) work thus demonstrates the pervasive yet often unacknowledged role that pride and 
shame play in our daily interactions with those around us. Extending Cooley's work in relation to our 
own, it is conceivable that the NGN might feel “stupid” in the eyes of an accomplished practitioner. 
 
It is in these ways that the work of both Scheff and Cooley can contribute to analysis of the 
experiences of the NGN participants in this study who were being observed in a specific context, but 
who at the same time were embedded in, and active participants of, the complex social world of 
humans. 
 
4. Findings 
 
Rather than anticipating that the transition to a new role and a new clinical environment would be 
one that they had been prepared for and would be ready to cope with, several participants 
experienced anxiety about the micro-interactions with staff that they recognised would be an 
integral part of this transition. For example, in her second interview Vanessa, who was interviewed 
while undertaking an “orientation’ to a new ward, raised concerns about her ability to be able to “fit 
in between” the staff. Although she had not yet assumed responsibility for a patient “load” and was 
simply an observer of the ward routine, she described anticipatory anxiety about being able to 
weave herself into the social fabric of the ward, reporting: 
 
    All you are feeling is “how am I going to fit in?” because you see people I mean you are taking a 
round of the ward and you see people and their work. And you think “Oh. Will I be able to do that?” 
Will I be the same [as] the people here? Will I fit in between these people?” (Vanessa 2:12). 
 
The issue of fitting “in between the people” remained a concern for Vanessa who commented again 
in her third interview (the third quarter of her initial year of practice) about the importance of fitting 
in with staff members, despite, or perhaps because of, the experiences she had gained while 
rotating through two other clinical specialties: 
 
    “Will I be able to make friends here? Will I be able to be as good as someone that I see here? Will I 
be talking like everyone else in the tearoom having a chat? Will I be mixed into that?” Because the 
work, you're there to learn the work. You will learn the work in a while. But if you don't mix into the 
people here, if you don't like the people, if you can't work with the people, you can't do anything 
about the work (Vanessa 3:56). 
 
Vanessa escalated the importance of fitting in to that of being a primary determinant of her clinical 
success in the ward, perceiving that unless she felt like part of the team, her capacity to practice 
would be severely limited and by extension, that successful attunement would facilitate her nursing 
practice. 
 
The establishment of secure social bonds and the desire to fit in with other staff members cannot be 
underestimated as a significant feature of the human transition experiences of these NGNs. Indeed, 
it was clear that the emphasis that NGNs place on fitting in (as illustrated by Vanessa) reflected the 
emotional nature of this experience. Fitting in was about feeling one's self to be part of a social 
group, and the level to which participants felt a sense of belonging was determined by self 
assessment of the success of one's interactions with key people. Participants made it clear that their 
perceptions of whether or not they had established secure and meaningful social bonds in each new 
health care setting was extremely important for them and, in particular, for their sense of being as 
NGNs. 
 
 
5. Not wanting to appear “stupid” 
 
    We would ask just all simple questions. But I mean, sometimes you question yourself, whether it's 
too stupid to ask. ... You … don't want to appear too stupid asking some simple questions because 
you just don't have an idea (Vanessa 2:180). 
 
As exemplified here by Vanessa, when discussing their experience of entering the clinical 
environment, almost all participants made reference to not wanting to appear “stupid” to other staff 
members. In this context, appearing “stupid” could mean feeling ignorant of local social knowledge, 
being uninformed about nursing practices used in the clinical environment, or raising a concern that 
their care might be unsafe. Consequently in some instances, participants’ problem-solved their 
questions using their own skills and abilities, rather than asking others, thus developing solutions 
that may or may not have been correct. Others merely refrained from asking questions at the start 
of each ward rotation, potentially jeopardising the quality of patient care, and possibly to the 
detriment of their own learning. It was clearly important for NGNs not to appear “stupid” in front of 
work colleagues. Could it be that this was part of a much deeper need to avoid shame — a taboo 
and much disguised emotion? It is here, that we argue that the concept of shame as defined and 
explored by [Cooley, 1902] and [Scheff, 1990] contributes to our understanding of the NGNs 
transition experience. 
 
Participants demonstrated that other people's perceptions of them were very important in 
determining their ability to be able to fit in to the clinical environment. Suzanne, for example, 
perceived that nurses were people who knew everything, while seeing herself as someone who 
knew very little about the clinical world, a “dummy” in fact: 
 
    I was always so scared. How will I manage? And I was always thinking “How come these nurses 
know everything?” Because when I started I didn't know anything and I was feeling like I am the 
stupid one. I am so stupid and people must be thinking “She's so dumb” (Suzanne 2:265). 
 
Her assumption was that she was “the stupid one”, coming into a new area, not knowing the details 
of the clinical environment in which she had been placed. She perceived that other staff members 
would be critical of her because of her apparent lack of knowledge and was ashamed of what she 
perceived to be her lack of clinical ability. 
 
This notion of self reflection aligns with Cooley's (1902) concept of the “looking glass self” which 
provides some understanding of the participants use of the avoidance of shame as a means of 
guiding their nursing practice on daily basis. For participants, shame arose as a result of perceived 
deficits in the specific practice knowledge required to complete daily nursing tasks and their 
personal awareness of their lack of the local knowledge that would allow for an untroubled 
transition into each clinical/ward area. In keeping with Scheff and Retzinger's (2003) view that 
shame is hidden in discussions of human emotion and motivation, participants did not use the word 
“shame” to identify their feelings of inadequacy, however, most described in some detail either the 
experience of “feeling stupid” or the actions taken to avoid this feeling. 
 
Suzanne felt it important that other staff members perceived her as being knowledgeable and she 
tried to avoid letting others know that she did not understand the meanings of specific nursing or 
medical terminology. Although not explained more fully, Suzanne implied that she deceived staff 
members by pretending that she understood terms when she did not, thus avoided feeling “stupid” 
by noting down examples of words she did not know and checking them in her own time rather than 
addressing her learning needs when she became aware of them: 
 
    … if I hear something once [that I don't understand] I will note it down and I will go home and I will 
find out what that means … But I don't want to be made as “She's stupid, she doesn't know a simple 
thing” So I keep quiet. Pretending that I am understanding things (Suzanne 2:427). 
 
For another participant the desire to not appear “stupid” also revolved around his perceived 
knowledge deficit. During the early stages of his NGNTP, Blake was acutely aware of what he felt 
that he didn't know, believing that others would think he was “stupid”. He explained: 
 
    Yeah, I think the more transitions, like in the first one you think “Oh if I say I don't know, people'll 
think you're stupid” and by now [ten months into first year of practice] I'm just used to it. When you 
figure out that it is less stressful when you just tell people that you don't know (Blake 3:127). 
 
Uniquely Blake identified that for him the extent of his concern about “not knowing” changed with 
time. While he still didn't know everything, he felt more comfortable letting people know that he 
was unsure of the answer and came to understand that they would not believe him to be less than a 
capable RN on the basis of his perceived knowledge deficit alone. 
 
Having embarked upon their first year of employment as RNs and engaging with the NGNTP 
available to them, all participants continuously worried about and prioritised fitting in with the staff 
of each ward/clinical area to which they were rotated as part of their NGNTP. Participants entered 
each new clinical environment as newcomers who had not had the opportunity to establish secure 
social bonds with existing staff. At each rotation they examined the possibility of developing 
attunement with the staff of the new ward/clinical area and each time either progressed toward 
developing secure social bonds and fitting in or realised a lack of attunement and accepted the 
possibility of not fitting in. 
 
6. Fitting in … again 
 
Participation in a NGNTP means that NGNs are regularly required to move from familiar to 
unfamiliar wards/clinical areas. Having established some degree of attunement with staff members 
in one ward/clinical area, some participants identified for themselves that having to engage with the 
process of fitting in with an entirely new staff so frequently was extremely stressful given the 
amount of personal learning that was involved. For example, Amanda recounted: 
 
    So each time when you go to a new place, there is a new set of expectations … you need to adapt 
to and to fit in within a set period of time. I'd say they give you a month [to fit in]. But somehow 
because of working out the staff, the learning becomes something extra. I think the first month of 
each new rotation is extremely stressful (Amanda 3:30). 
 
Here, Amanda stresses the importance of fitting in (again) with staff in each new ward, going so far 
as to identify that for her, learning about patient conditions and the subsequent nursing care, 
became secondary to successful attunement with staff members. Amanda is also clear about how 
long she perceived that staff would tolerate her being an “outsider”. While Amanda speaks broadly 
about the importance of fitting in with each new group, Katrina is quite specific about what she feels 
she has to do to become an accepted staff member, here explaining what she needs to “figure out” 
upon entry to a new clinical area: 
 
    I found that in each new area I go to that the staff tend to look at me for the first few weeks as if 
I've got two heads and it takes a while to learn my name … there is that period at the beginning 
where you turn up and you know you have to try and figure out what you're supposed to be doing, 
who everyone is, all of their relationships to each other and you get to figure out who's going to be 
of use, who can be nice and helpful to you, who you just have to avoid (Katrina 2:149). 
 
Interestingly, Katrina elected to stay in the third of the nine-ward/clinical areas involved in her 
NGNTP, the only participant to do this. Katrina had discovered a ward/clinical area where she felt 
comfortable about herself and her practice and felt sufficiently confident to arrange to leave the 
NGNTP and remain in that ward/clinical area, rather than engaging again with fitting in to a further 
series of new ward/clinical areas. 
 
Some participants were particularly resourceful in developing strategies to mitigate the inevitable 
upheaval that came with each rotation. Carole for example, recognised that to facilitate her fitting in 
with new ward staff and their social structures, she could draw on other NGNs to identify useful or 
problematic staff members. 
 
    I know myself that certain friends I've made in other wards both new graduates and nurses who 
have been there for a long time I often used to go in prior to [a ward change] and just sort of ask 
“So, what do I have to look out for? Do you have any advice? Anything that might help me along a 
little bit?” Even about particular people. Because that is often one of the big barriers. If you have a 
clash with one person, I mean maybe [they might say] “Avoid her, she's not good with questions” or 
they might advise who is very good to ask questions of and who is … a valuable resource. And so it's 
very helpful, I think. It's extremely helpful (Carole 3:103). 
 
Participants spoke at length about how important fitting in with already established social groups in 
each clinical area was for them as they moved through their first year. While NGNs anecdotally 
report being attracted to the idea of experiencing the range of the clinical specialties that an acute 
care hospital may offer, there is little empirical evidence to support the current rotational structure 
of NGNTPs and the value of these multiple rotations is beginning to be questioned ( [FitzGerald et 
al., 2001] , [Clare and van Loon, 2003] , [Guhde, 2005] and [Newton and McKenna, 2007] ). 
 
7. Discussion 
 
For these NGNs, fitting in and the achievement of some degree of attunement with colleagues was 
an integral part of being able to function in the clinical environment during their transition-to-
practice. Participants quickly recognised the importance of secure social bonds and the need to 
connect with those with whom they were working; aimed to avoid feeling shame and appearing 
stupid in front of their newly acquired colleagues; and spoke frequently about the disruption they 
experienced as a consequence of NGNTP required rotations into new ward/clinical areas. 
 
The large number of rotations associated with some NGNTPs also appear to accentuate the 
importance of fitting in for these participants. While NGNTPs, which vary in length, intensity and 
structure, all offer instructional, skill based support (Levett-Jones and FitzGerald, 2005, p.20), and, 
anecdotally NGNs report being attracted to the idea of exposure to a variety of different clinical 
environments, we argue here that rather than facilitating the NGNs’ ability to fit in with the staff of 
each clinical area/ward rotation, the current format of the NGNTPs and their associated multiple 
clinical area/ward rotations may be experienced by NGNs as a series of potentially disruptive 
rotations. 
 
While the word “transition” is used in the title of many formally organised NGNTPs, definitional 
confusion between “transition” and “orientation” has obfuscated our understanding of how NGNs 
feel about the movement to and through their first year of practice. Transition is a process in which 
an individual bridges two environments or states of being ( [Madjar et al., 1997] and [Pearsall, 2002] 
) which occurs in both the personal and working lives of all human beings. Whether transitions are 
actively sought out, as in entry to the workforce or engagements to marry, or enforced in such 
contexts as illness or the death of a loved one, they present a disturbance to an individual's life and 
way of being. The individual's response to this disturbance is what characterises each transition 
experience. Parkes (1971, p.102) posits that transitions are “ … processes of change that are lasting 
in their effects, force one to give up how one views the world and his or her place in it, and 
necessitates the development of new assumptions and skills to enable the individual to cope with a 
new altered life space”. This definition emphasises that the importance of the transition experience 
is found both in the impact that a change has had on the individual and the development of new 
ways of dealing with the world in which the individual interacts. 
 
The term ‘orientation’ has, however, been strongly linked to the concept of organisational 
socialisation and used to describe “ ... learning on behalf of the individual who is adjusting to a new 
or changed role within the organization” (Chao et al., 1994, p.731). Two perspectives on orientation 
have also developed within the organisational socialisation literature: the first, being the notion of 
socialisation as an understanding of the stages through which a newcomer passes as he or she 
develops into an organisational member (eg. [Buono and Kamm, 1983] and [Wanous and Reichers, 
2000] ) and the second as a concern with the content of the socialisation, that is, what is actually 
learned during the period of socialisation ( [Schein, 1968] , [Charles, 1981] and [Fisher, 1986] ). 
 
Although not explicitly stated, nor possibly an intended consequence of these now formalised 
programmes, NGNTPs with their strong focus on the individual's performance of clinical skills and 
ability to satisfactorily complete tasks are thus most commonly extended or altered versions of what 
is known in the organisational literature as “orientation” programs (Wanous and Reichers, 2000). 
Defined as “ … the planned introduction of new employees to their jobs, their co-workers, and the 
policies, processes and culture of the organization” (Cook, 1992, p.133), orientation programmes 
offer a highly structured, organisationally focused pathway from tertiary education to the workforce. 
In a comprehensive review examining orientation programmes across organisations in a variety of 
fields, Wanous and Reichers (2000) report a lack of studies examining the effectiveness of 
orientation programmes which commonly occur close to the beginning of the work experience and 
have varying lengths and parameters without any apparent justification for these decisions. 
 
The findings of Wanous and Reichers (2000) parallel a growing concern about current NGNTPs. Much 
of the nursing literature describes “transition” support rather than “orientation” as the goal of these 
programmes; however, as NGNTPs generally begin immediately upon entry to the workforce, vary in 
length depending upon local need, spend considerable time and effort on familiarisation with 
organisational policy and certification of clinical skills and remain unexamined as a means of 
appropriately supporting NGNs, their structure, content and organisation arguably supports 
orientation not transition support as the primary programme goal. 
 
The specialised nature of the health care workforce means that upon entry to each new 
ward/clinical area, NGNs need to be oriented to new staff, areas of knowledge and physical 
environments with each rotation. As the workload in most clinical/ward areas is such that NGNs are 
required to be immediately incorporated into the daily “cut and thrust” of work in each clinical/ward 
area (Chang et al., 2005) orientation is swiftly accomplished in most circumstances by pairing the 
NGN with a RN who is familiar with the ward routine ( [Reid and Royal College of Nursing, 1985] and 
[Wilson and Startup, 1991] ), and local ward environment. Consistent with published accounts of 
newcomer orientation programmes in the USA (Mulling, 1999) and Australia (Prajogo and 
McDermott, 2005) the three areas addressed in most orientations to a new environment are 
identified by Anderson et al. (1996) as (a) health and safety issues, (b) terms and conditions of 
employment, and (c) the organisation itself, for example history, a tour, and an introduction to co-
workers. Much of the same functional information as described by Anderson et al. (1996) is provided 
to NGNs each time they move into a new clinical/ward area. NGNs are required to complete many of 
the same skills in multiple wards because it is believed by some clinicians that the level of difference 
between clinical specialties is sufficient for NGNs to benefit from this revision (Dyess and Sherman, 
2009). The voice of the NGN is however absent at this point and no information about the potential 
long term goals of the individual – that is transitional goals of the NGN – or the institution is 
contained in any documents available to the researchers. 
 
While undoubtedly providing some type of “support” to NGNs during their first year of practice, in 
the absence of any available literature about the philosophical underpinnings, educational reasoning 
or critical examination as to why NGNTPs exist in their current format (Levett-Jones and FitzGerald, 
2005), it may be that in their current form they are not the best structure for facilitating the NGNs’ 
transition to practice. In particular, the notion of rotating NGNs throughout multiple clinical 
rotations in their first year is a perplexing practice. Only brief statements explaining why Australian 
NGNTPs offer such a wide variety of clinical rotations are found in current nursing literature ( 
[Department of Human Services and Health, 1994] , Department of Human Services, 2003 and 
[Sigsby and Yarandi, 2004] ). Anecdotal discussions with senior clinicians and NGNTP co-ordinators 
provide some support for the perception that NGNs themselves report the benefit of such practices, 
and that this alone has been a determining factor in why they continue to rotate NGNs through 
multiple clinical/ward areas. 
 
Although current NGNTPs have the word “transition” in their title, it may be that, in their current 
form such programmes are more concerned with the organisation's desire to “orient” NGNs to 
working/practicing within the acute care setting than with facilitating the kinds of personal 
transitions described by these NGNs. Despite the multiple rotation interruptions that seem to cut 
across the transition-to-practice experience, this data suggests that these participant NGNs engaged 
in a deeply personal transition experience that is not necessarily aligned with the apparent 
orientational goals of NGNTPs. For these NGNs, fitting in or the establishment of some degree of 
attunement ( [Scheff, 1997] and [Scheff, 2000] ) with RN colleagues surfaced as an important part of 
their transition-to-practice. They also recognised that because of their participation in a NGNTP, they 
needed to re-establish social connections with new groups of staff with each change of clinical/ward 
area, sometimes elevating this need to belong to be a determinant of their clinical success (or 
otherwise) in the ward. The NGN participants universally described the multiple rotations associated 
with participation in NGNTPs as being disruptive to their ability to establish secure social bonds and 
to fit in with existing staff members. 
 
8. Conclusion 
 
In their transition to practice within the acute care workplace these NGNs instinctively understood 
the benefit of establishing solid social relationships and actively tried to avoid the ill effects of not 
having at least minimal social ties within the workplace that they were entering. Fitting in was a very 
important feature of “becoming” a RN (Powell, 1998) and assisted their evolution as practitioners 
and individuals. We have argued that the NGNs’ desire to “fit in” or “belong” as they make the 
transition from tertiary education to acute care nursing practice has particular significance for them 
and that organisational/educational recognition of this has implications for current approaches to 
supporting NGNs entering the acute care workplace. 
 
There is a clear need for the distinction between “orientation” and “transition” to be established and 
incorporated into current efforts to support NGNs as beginning practitioners. The findings reported 
here indicated the primary importance of “transition” to these participants as they moved into and 
through their first year of practice. The findings also suggest that although often supported by NGNs’ 
themselves, the current system of multiple rotations underpinned by concepts of “exposure” to 
many ward/clinical areas may be contrary to the NGNs’ development as beginning practitioners. 
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